Introduction
A number of operations have been devised in order to avoid permanent ileostomy in patients suffering from ulcerative colitis. Total colectomy with ileorectal anastomosis is the procedure that has been employed for the longest period of time and consequently that with which most experience has been gained. Aylett", Turnbull'', and Hughes and Russell" treated between 10% and 90% of their patients in this manner. One-and two-stage operations have been employed, but the time at which they should be performed remains controversial. A major disagreement is related to the risk of developing cancer of the rectum".
The present paper reviews the long-term outcome of all ileorectal anastomoses performed in our department during the period 1951-1979 for ulcerative colitis.
Methods
A total of 327 patients were treated for ulcerative proctocolitis in our department during the period 1951 to 1979. Of these, 165 underwent surgery and an ileorectal anastomosis was performed in 59 (36%). The patients who underwent colectomy and ileorectal anastomosis can be divided into two groups.
The first group containing 19 patients underwent a one-stage procedure. Primary ileorectal anastomosis was only performed on these patients if the rectum was more or less free from gross active disease, and no bleeding and/or obvious ulceration was present. The second group contained 40 patients who underwent a two-stage procedure. The first operation consisted of colectomy with ileostomy, and the rectal stump was employed as a rectostomy sited at the distal angle of the wound incision. The second operation, which was carried out a median of 9 months later (range 3-54 months), comprised mobilization of the ileum and anastomosis to the rectal stump.
Three-layered anastomosis was performed on both groups, with preservation of as much ileum as possible, as well as approximately 10-14 em of the rectum. Patients were offered clinical follow-up and proctoscopy at intervals of at least at one year.
Results
The results of this strategy are shown in Table 1 . No postoperative deaths occurred and there was no case of clinical leakage from the anastomosis. A total of 13 anastomoses had to be converted: 5 during the same period of hospitalization as the ileorectal anastomosis, 2 owing to continuous and uncontrollable diarrhoea and 3 owing to uncontrollable bleeding; 8 were converted later (median 7 years, range 2-18 years), 7 owing to severe diarrhoea and one because cancer developed in a chronically dilated ileum just orally to the ileorectal anastomosis, which had become stenosed. This last patient died some 18 months later from disseminated cancer. The median follow-up period for the 46 non-converted patients with ileorectal anastomoses was 15 years. Two of these patients died of cancer: one had refused further treatment and died 11 years after the initial operation from cancer of the rectum; the other patient did not attend for follow up for three years and subsequently died of rectal cancer with metastases 9 years after the operation.
Discussion
There is a large body of literature reporting the results of ileorectal anastomosis for ulcerative colitis 5 . 8 • Aylett! carried out ileorectal anastomosis on 85-90% of his cases and reported extremely good results, only 7% being failures; the only exclusions were those cases where sphincter function was not intact. In the present series, ileorectal anastomosis was only performed if the rectum was free from gross active disease, i.e. no bleeding and no obvious ulceration, and applied to 36% of our cases. This strategy entailed one-third of the patients being subjected to a two-stage procedure. We had of necessity to convert one of every 5 ileorectal anastomoses, even when employing this very conservative approach.
This has to be compared to Aylett's conversion rate of one in every 20 cases. However, no conclusions should be drawn from the results of two differing strategies employed at two different centres. It was not possible in the present series to predict the success of ileorectal anastomosis, irrespective of whether the one-or two-staged procedure was employed.
From the series presented here, even though small, it would appear that the rate offailure is independent of whether the operation is carried out in one or two stages, so it seems that our caution was to no avail.
Frequent stools are a consequence of the operation and the question arises as to how often the patient will accept the passage of stools. It has been our practice to advise conversion if bowel evacuation was more frequent than six times during the day and once at night, but patients do not always follow this advice. These patients are, in the main, very tolerant, and all have a past history of active colitis and some a period with ileostomy.
The object of the surgery is to relieve the patient of some very distressing symptoms. Excision of the colon and upper part of the rectum removes the main part of the bowel affected by the disease. Ulcerative colitis is by nature periodic and the operation reduces the severity of the condition. Patients with ileorectal anastomoses still suffer from clinical recurrences, inasmuch as more than 50% of our patients with ileorectal anastomoses continued to have attacks of the disease in the retained rectum, but the condition was far less severe and could usually be kept under control by drug therapy.
Retaining part of the rectum increases the risk of cancerv", and lifelong follow-up examinations are mandatory in order to detect possible dysplasia and malignancy. However, regular check-ups are difficult and depend to a great extent on patient compliance. Three patients in the present series died of cancer, 2 being the direct result of the lack of such examinations. The outcome of colectomy and ileorectal anastomosis in the series presented here is disappointing, as the rate of conversion was 22%. The risk of cancer cannot be overlooked and is an aspect requiring close attention.
Ileorectal anastomosis is a relatively simple operation with few complications. The selection criteria are more liberal than those for ileo-anal pouch operation and in addition late results of the latter are still not available. There is no doubt that ileorectal anastomosis will continue to have a place in the treatment of selected cases.
